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BDISCUSSION
DrMarcMitchell (Jackson, Miss). This is another in a series of
papers from the Johns Hopkins University regarding thoracic
outlet syndrome. The current paper is a retrospective review of 161
patients who underwent 182 first rib resections with scalenectomy.
Like their other series, the results in this one are quite admirable,
with between 70% and 80% of patients with unilateral and bilateral
operations having resolution of their symptoms. This series specif-
ically looks at patients who had a poor outcome as defined by lack
of resolution of symptoms or recurrent symptoms. I have four
questions.
You mentioned that all the patients failed preoperative physi-
cal therapy. Physical therapy was also the mainstay of therapy for
patients who had residual or recurrent symptoms following sur-
gery. Do you have any details regarding the preoperative physical
therapy? Specifically, the response to preoperative therapy and its
relationship to the response to postoperative therapy.
One would think that successful surgery on the first side would
be a good predictor of success on the other side. In this series, that
was not the case. The failure rate in patients who had a successful
operation on one side followed by a second operation on the other
side was the same as those who had a unilateral procedure. Can you
speculate why?
Were you able to identify a constellation of preoperative risk
factors that reliably predicted unsuccessful surgery? For instance,
were all the smokers with chronic pain symptoms destined to fail?
You have convinced me that patients with these risk factors are
poor surgical candidates. Would you operate on a 45-year-old
smoker with symptoms for 8 years who takes narcotics for
chronic pain syndrome?
I would like to congratulate the authors on an excellent paper
and presentation and thank them for providing themanuscript well
in advance of themeeting. I would also like to thank the association
for the opportunity to discuss this paper.Danielle H. Rochlin. I will begin by addressing the first
question about factors related to physical therapy that may be
o
bssociated with surgical outcome. We have not identified any
articular elements of the physical therapy protocol that affect
utcome, although we have observed that a substantial majority of
atients have successful outcomes with postoperative physical ther-
py alone, despite failing preoperative physical therapy. This is
ecause we have performed surgery to remove the first rib, thereby
ecompressing the thoracic outlet and making patients more able
o complete the physical therapy protocol.
Your second question asks why some patients have a successful
utcome on one side and then a failure on the next side. This
attern was seen for only four patients, which is too few to allow us
o draw a definitive conclusion. However, some factors that may
ontribute to this finding are that patients might be less motivated
o complete a second round of physical therapy, or there might be
significant one-sided comorbidity that would have caused a
atient to fail on one side and not the second side. For example, I
ecall one patient that had a significant temporomandibular joint
roblem on one side that was not present on the other. Generally,
e aim to choose patients for surgery who will likely have a
avorable outcome on the second side, and this is indeed the
utcome in the majority of cases.
Regarding the question about whether we have identified any
onstellations of symptoms that predict poor outcome, we have
ot run an analysis that would allow me to answer that question.
e would need to do a multivariate analysis to determine which
actors are predictive in combination.
Lastly, concerning the decision to operate on a patient who
as several predictors of poor outcomes, I would not operate
oluntarily. We are actually planning a study to investigate more
onservative ways of managing these patients. In our prospec-
ive clinical trial that is currently in development, patients will
e randomized to either first rib resection and scalenectomy or
otox injections every 3 months for 1 year. We hypothesize that
lder patients with predictors of poor outcomes will perform
etter with Botox injections.
